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This raised the question as to whether or not oxytetracycline exerted a hypoglycaemic effect by antagonizing the anti-insulin factor, or acted by controlling the infection. The latter is doubtful. I had the opportunity to test the effect of oxytetracycline on another patient, a long-standing diabetic, aged 45 years. This patient is controlled by a morning dose of 60 units of lente insulin. Any time he has an intercurrent infection he tries to maintain control of his condition by reducing his carbohydrate intake, and if this is not enough he increases his dose of insulin. On this occasion he developed an upper respiratory infection. He was given oxytetracycline 250 mg. twice daily, and, contrary to his previous experience, he had to increase his daily intake of carbohydrates very substantially. Repeated estimations by the Dextrostix method showed his blood sugar to vary between 120 and 140 mg. per 100 ml. These two cases suggest a possible hypoglycaemic action by oxytetracycline, an action of which I was unaware at the time. However, a search of the literature reveals that a similar observation in man was made by de Lollis and Privitera in 1954.1 A further reference was made by Hiatt et al. in 1966.2 As oxytetracycline is such a commonly used drug, I wonder if other practitioners have had similar experiences. If so, I should be interested to hear of them, as further studies are now in progress to establish the observation in a greater number of patients, and to ascertain the possible mode of action. Some interesting points arise from this: The first is whether the idiopathic pulmonary haemosiderosis was quiescent or burnt out when clinical appearance suggested rheumatoid arthritis in Smith's case. At that timetwo years before rheumatoid arthritis appeared-the only abnormality was some accentuation of bronchovascular markings in the right middle lobe. But five years later, when the respiratory symptoms were mild, she had a small amount of mucoid sputum most days, and occasionally developed " acute bronchitis." Chest x-ray was normal. It is not unusual for chest x-ray to be normal, and this is a diagnostic pitfall.' This year the x-ray department of my institute was reluctant to accept the diagnosis of immunoallergic lung purpura in a boy aged 14 who underwent splenectomy nine years ago, and in whom siderophages were present in the sputum, because his chest x-ray was normal. Lung biopsy clinched our diagnosis.
In Smith's case serum iron 31 sAg. could be a sign of the activity of idiopathic pulmonary haemosiderosis. There is no mention of demonstration of occult blood in the faeces,
